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Introduction 
 
 
 
 
 
 
 
 
 
ew widely used mental health instruments are available 
in a format that is culturally and linguistically relevant 
to the Deaf population1.1 Based on the measures 
available, the prevalence of common mental health 
problems in d/Deaf children and young people is 
thought to be 2-3 times higher than their hearing 
counterparts2-5. However, the accuracy of these 
prevalence rates is uncertain due to the lack of available 
instruments that are culturally and linguistically 
appropriate for d/Deaf young people. As highlighted by 
Brauer, ‘inappropriate tests, unsatisfactory 
administration, and the unrealistic norm referencing of 
results’6(p294) remain the biggest challenges to overcome 
in mental health research with Deaf people.  
                                                          
1Throughout this paper, an uppercase D is used to 
denote reference to individuals who are a culturally 
Deaf linguistic minority group. 
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Overcoming the challenges of translating mental health 
instruments into sign languages 
In the United Kingdom (UK), the Strengths and Difficulties Questionnaire (SDQ) is widely 
used in Child and Adolescent Mental Health Services (CAMHS), and has been translated 
into over sixty spoken languages. It is used both as a screening measure of common 
mental health problems such as depression, anxiety, or anti-social behaviour, and also 
as an outcome measure within services. Clinical experience suggests that the SDQ has 
limited use within a Deaf mental health context due to linguistic and cultural 
differences arising. Translating diagnostic tools into British Sign Language (BSL) is 
important to provide valid assessment of common mental health problems in Deaf 
signing young people. In this paper the process of translating the SDQ from a written 
language (English) into a visual language (BSL) is reported, describing adaptations to the 
existing methodologies. The challenges of this process are discussed, with particular 
reference to the difficulties in translating for a population of signing Deaf young people, 
followed by suggestions of how these difficulties can be overcome. 
Deaf, British Sign Language, mental health, translation 
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The SDQ is a multi-informant mental health questionnaire 
that can be used as a screening tool and a treatment 
evaluation measure. The ‘informant rated’ version of the 
SDQ can be used for children and young people aged 4-16, 
and is completed by either a parent or teacher; the ‘self-
report’ version can be completed by young people aged 11-
167. Each version of the questionnaire comprises twenty 
five questions, each scored on a three point Likert scale, 
which can be divided into five subscales measuring 
emotional symptoms, conduct problems, hyperactivity-
inattention, peer problems and positive social behaviour, 
resulting in a total difficulties score of overall 
psychological adjustment8. The SDQ has a satisfactory 
internal consistency (Cronbach alpha ranging from 0.80 to 
0.87) and specificity and sensitivity ranging from 94-95% 
and 23-47% for each version (parent, teacher and child)8. 
In the UK, the measure is recommended for national use 
within NHS mental health services by the CAMHS 
Outcome Research Consortium (CORC) guidelines9. 
The SDQ has previously been translated into over sixty 
spoken languages10-12. Although sign language versions 
have been produced previously, they have not been fully 
and rigorously translated or validated 13-14. The 
methodology that this study has adapted was developed for 
translation of spoken and written languages, which outlines 
the process of translation/ back translation15.This 
methodology is widely used to translate mental health 
questionnaires by such organisations as the World Health 
Organisation (WHO). When applied to sign languages the 
translation process can result in questionnaires and 
screening tools that are more meaningful to Deaf 
participants as long as this is conducted rigorously and 
systematically16.To date, the authors are not aware of any 
study that attempts to translate mental health instruments 
into BSL for Deaf young people. 
Sign languages have been increasingly recognised as 
official languages over time across the world, with the 
same essential features of language as spoken languages17. 
In 2003, British Sign Language (BSL) was officially 
recognised as a language by the UK Government. BSL has 
a linguistic structure that is significantly different to 
English18. 
In practice interpreters may be called upon to do on-the-
spot translations of diagnostic and screening instruments, 
but this process can be problematic. Interpreters make a 
linguistic and conceptual leap based on the experience of a 
Deaf person to relay information that is contextually 
relevant to a hearing mental health professional19. Each 
interpreter will bring something different to this 
interaction, based on their own experiences, backgrounds, 
or training, and as such the information given may not be 
consistently expressed. By working with interpreters, 
variability in the translation and meaning of 
questionnaires is inevitable.  
The inconsistency could be overcome by using a 
validated instrument. Arguably the best way of 
achieving culturally sensitive instruments is to 
develop them empirically from first principles. 
However, this process is expensive and time 
consuming. An alternative solution is to translate 
existing instruments into BSL, but the current 
evidence base outlining best practice is small. Rogers 
and colleagues gave an in-depth account of the issues 
regarding translation of standardised mental health 
assessments into BSL20.These issues included: the 
direction of the signing; influence of modality; 
emotional state in BSL; confirmation of statements; 
and statements in a social context. Cornes and 
colleagues have noted that pencil/ paper tests tend to 
underestimate prevalence of common mental health 
difficulties in d/Deaf people, particularly emotional 
problems. This is partly due to the written language 
deprivation often present in d/Deaf people in hearing 
environments21. Linguistic deficits, particularly in 
younger children, may invalidate standardised 
instruments validated for their hearing peers. For 
clinicians this presents additional difficulties, 
particularly those who have little knowledge of 
deafness or Deaf culture in assessment and diagnosis. 
The consequences of this may be that many d/Deaf 
young people may not receive appropriate treatment 
or they may develop more complex, long-term 
difficulties.  
The need for questionnaires and screening tools to be 
appropriate to the Deaf community is echoed in UK 
government legislation. The Department of Health 
has emphasised the need for better access to services 
and service provision for this group22. Provision of 
instruments that are accessible to Deaf people to 
elicit accurate self-report data will play an important 
part in establishing prevalence rates, public health 
and needs assessment data, and is important in 
building therapeutic relationships between Deaf 
patients and theirpractitioners23. As such, it is 
imperative that any measure used to collect this type 
of data is meaningful to its population, and is both 
accurate and valid.  
Previous research has highlighted the difficulties 
translating into sign languages,20(p5),24-26 but few 
studies give detailed descriptions of the translation 
process from English to sign language, and its 
challenges. The aim of this paper is to describe the 
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process employed in translating the SDQ into BSL. It is 
hoped that this model will provide guidelines for future 
researchers attempting translation from a spoken to a sign 
language, particularly with reference for d/Deaf young 
people.  
Methodology 
This study followed the translation model provided by 
Beaton and colleagues, which provides guidance for 
written translations5(p3187). However there are issues that 
make the current evidence base on translation less well-
equipped for sign languages; this is not to say that sign 
language itself is a problem rather that the problem is that 
the guidance outlined by Beaton and colleagues is designed 
for written languages. Examples of issues are that BSL is a 
language with its own syntax, morphology and prosodic 
features. Additionally, the difference in using visual media 
(ie videos), means that the respondent will be watching an 
actual person on the screen and the questions are being 
signed which can have potential implications on 
understanding to whom the question is referring. In the 
written questionnaire, the questions will not involve having 
an actual person to read out the question. Finally, as BSL is 
a visual language, this means that substantial modifications 
need to be made to the standard model of translating for 
written languages. These differences are well illustrated 
through the use of words in the English version of the SDQ 
which represent aspects of frequency: words like ‘often’ 
and ‘frequently’, or verb forms which express regularity 
such as simple present tense forms (steals, shares) are most 
naturally expressed in BSL through inflections to manual 
signs, such as repetition of the sign or aspects of its 
articulation. Therefore what is expressed by separate words 
in English is often expressed through prosodic features in 
BSL, as part of a complex morphological system that 
expresses meanings differently from English19 (p431). 
To overcome these challenges the translation of the SDQ 
involved three phases. This study was reviewed and 
approved by Leeds West Ethics Committee on 7th of March 
2011. 
PHASE 1 - Identifying Translation Teams 
Phase one was built around the structure of translation/ 
back-translation methodologies, requiring a forward 
translation team and a back translation team, independent 
of each other, and comprising three members each. The 
translation teams were made up of bilingual BSL/English 
professionals who had experience of translation work. 
Numerous factors affecting variation in BSL, or 
differences in BSL production, including: age, educational 
background, previous communicative and linguistic 
experiences, and family history of deafness27-29. BSL varies 
dialectically across regions, much in the same way as 
spoken English. As there are questionnaire versions 
of the SDQ for young people, parents, and teachers, 
having a range of ages represented within the 
translation groups was essential. 
Research has shown some important characteristics 
that translators should possess30. Most translation 
studies would involve at least two bilingual 
translators whose mother tongue is the target 
language in the forward translation team; the back 
translation team would be made up of at least two 
bilingual translators whose first language is the 
source language. However, building on previous 
research, consultation with professional Deaf 
researchers suggests that there is benefit of having 
Deaf translators on both teams as Deaf and hearing 
cultures are very different. As a result, a third 
translator was added to each team during Phase 1. 
Having translators from geographically diverse areas 
ensured a range of dialects were considered. It is 
recommended that researchers utilise the skills of 
native Deaf translators in that they can more readily 
discriminate sign meanings, which may be more 
useful for translation purposes.32 This suggests that 
even skilled hearing interpreters may struggle to 
make culturally relevant, accurate decisions; moving 
images are likely not as easy to process by a hearing 
person as a native Deaf translator or respondent.  
Beaton and colleagues15 suggest that having a 
balance of expert and lay members on a translation 
team assists in retaining focus on both the academic 
aspects of translation (eg reliable knowledge of the 
constructs being measured) and the meaning of the 
language as it would be perceived by a wider 
population respectively. This was reflected in the 
construction of the translation teams, which 
comprised equal numbers of clinical psychologists 
and those experienced in translation work across the 
teams. Equally, members of an expert panel 
overseeing the translation process were selected on 
their ability to comment on the different 
psychological, linguistic, psychometric and cultural 
aspects of the translation. This group comprised the 
project leaders (two psychiatrists working in the field 
of deaf child mental health), a linguist with sign 
language expertise, and a range of Deaf professionals 
experienced in mental health, research and translation 
work. 
The issue of agency was also considered by the team, 
in that a sign language has to be signed by someone, 
whereas a written questionnaire involves no other 
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person. This carries with it potential transference31 issues 
that may resonate in terms of perceptions or feelings, and 
attributions or unconscious feelings about the signer. For 
example, a questionnaire signer that reminds a child of 
their critical mother may impact on responses and 
emotions. There may be a preference of adults/ young 
people for certain types of signers. Separate versions of the 
SDQ were filmed, presenting different characteristics of 
the signers (male/ female, younger/older, etc) with a final 
version favoured by focus groups of young people. A 
written test is neutral in this respect, and in clinical 
interviews a practitioner’s gender is mitigated by the nature 
of their therapeutic relationship with the client. 
Alternatively, an unknown adult questioning the emotions 
and behaviour of a young person could be construed 
differently depending on various characteristics of that 
adult.  
PHASE 2 - The Translation Process 
The translation process is illustrated in Table 1. Initially, 
three forward translation team members each filmed 
independent BSL translations of the SDQ materials, 
resulting in an initial unbiased signed tranlsation. The 
translations were collated, presented and then discussed 
amongst the three forward translators as a group. The 
decision-making followed a systematic process of 
discussion, consideration of alternatives and 
appropriateness for the target audience (whether young 
person, parent or teacher). As a result, each item was re-
filmed after agreement of the best version, by one of the 
translators at the meeting. These were passed to the back 
translation team. 
The back translation team, who were blind to the original 
versions, produced individual English translations from 
each BSL item. The back translations were collated and 
presented to all three in group discussions, where the 
appropriateness of each English word and phrase selection 
was scrutinised, and a final version agreed. This differs 
slightly from the recommended process whereby 
independent back translations are used only as a validity 
check of ‘gross inconsistencies’15(p3188). 
However, because sign languages are visual languages 
using the hands, face and body, it is possible for several 
meanings to be conveyed simultaneously32-33. Translating 
these meanings from signs into words is challenging 
because some elements that may be represented by words 
in spoken languages are expressed through timing, aspects 
of sign articulation, or facial expression in sign languages. 
On completion of a full translation/back translation cycle, 
the expert panel reviewed the equivalence of the back 
translations to the original English SDQ in terms of 
meaning, linguistic structure, and cultural/ 
experiential sensitivity24 (p317), 15(p3189). Translations 
that were agreed by the team as faithful and 
appropriate were judged as accepted (or ‘banked’, 
meaning no further translation would be necessary at 
this stage in the process). Where there were 
disparities the questions were sent back to the 
forward translation group with comments on specific 
relevant issues. Versions of the items where the 
translation needed further iterations (the ‘un-banked 
items’) were re-produced to make the meaning 
clearer. The process was reiterated until all items 
were successfully banked. 
PHASE 3 –Quality Checks and Reiterations 
In order to test the face validity, presentation, and 
understandability of the new BSL version of the SDQ 
that had been produced, a focus group of five d/Deaf 
young people and a focus group of five Deaf adults 
were organised to test the individual versions of the 
SDQ (eg young person and parent/ teacher). The 
purpose of this was to address the needs of both sets 
of non-expert users of the test. The young person’s 
group comprised both community and clinical 
samples, whilst the adult group were parents and 
teachers of young people within the right age range 
(4-16) to be responding to the SDQ. 
The study team felt that it was important to film the 
focus groups in order to capture the full extent of the 
discussions and be able to refer to these at a later 
date. Participants in the focus groups completed the 
BSL SDQ as a small pre-pilot of the questionnaire, 
and subsequently discussed each individual item. A 
Deaf facilitator interviewed each participant to check 
what they had interpreted as the meaning of the 
question and whether they understood the content. 
All discussions were filmed and transcribed, and 
notes were taken throughout the day. This was fed 
back to the expert panel for potential further 
iterations of the translations. 
The emphasis on service user involvement is highly 
important in the context of translation work; although 
efforts were made in order to balance the translation 
teams, the translators may not be representative of the 
population as a whole. Their linguistic ability in both 
BSL and English may mean they selected signs from 
a wider and more complex vocabulary than the 
average Deaf person. In particular, this applies to 
young Deaf people, whose exposure to sign language 
is likely to be limited compared to the exposure of a 
hearing English young person’s exposure to English.  
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Table 1: The translation process 
 
 
 
 
  Independent Forward 
Translation: Translators work 
separately to create BSL initial 
drafts of the English source 
material.   
Agreed Translation: Independent 
translations are submitted the Trial 
Coordinator to compile. The 3 translators 
meet to discuss alternative sign choices/ 
technical aspects of the translation until an 
agreement can be reached. 
Comments: Agreed items are reviewed by an expert panel including: 
- linguists 
- translators 
- health professionals 
-  researchers  
all fluent in BSL and English. They will check the BSL versions and back 
translations against the original English questionnaire. 
 
Yes – items 
‘banked’ 
Comments: 5 d/Deaf young people and 5 d/Deaf 
adults will form a focus group to check the new 
BSL versions for appropriateness of the language 
and content, and presentational issues 
Phase 1: Identifying 
Translation Teams 
Selection of Translators: Appropriately skilled 
translators were sought to work on the project, taking 
into account age, gender, geographical location, deaf/ 
hearing and 1st language.  
Phase 2: The Translation 
Process 
Phase 3: Quality Checks 
and Reiterations 
Professional Filming: final 
productions and editing of BSL 
versions 
No – items 
reiterated 
Final Versions 
Author approval: original authors of 
the questionnaires and WPS grant 
permissions for the new versions to 
be used.  
No – further 
modification 
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 As many Deaf young people are born to hearing families, 
their exposure to fluent sign language may be delayed, and 
potentially restricted34. 
Feedback from the focus groups highlighted a range of 
issues reflecting diversity of needs in the Deaf community. 
Whereas in spoken language translations, questionnaires 
would be piloted in the native speaking population, d/Deaf 
young people often grow up with a mixture of language 
experiences, and may use many multi-modal strategies in 
order to gain maximal information from messages. Though 
the native signers amongst the young person’s focus 
groups understood the items with relative ease, those from 
oral English families found this more difficult, despite 
using signed language as their main mode of 
communication. Despite ‘successful’ back-translation prior 
to the focus groups, it became apparent that the focus 
group did not understand some of the more complex BSL 
constructions in the questionnaire. This led the team to 
believe that the level of language was inappropriate for this 
group, and therefore some BSL items were reiterated to 
lower the register of the signing. 
The author of the SDQ, Robert Goodman, was available to 
consult with the meaning of specific items, and reviewed 
the questionnaire translations prior to his final approval35. 
Results 
The translation process posed many unique challenges, 
which had to be overcome to ensure valid translation. 
These are discussed below, with suggestions of clear 
strategies in which to overcome the issues that arise in sign 
language translations.   
Signer Characteristics 
In Phase 1, the characteristics of the signer were 
considered by the focus groups and expert panel. It had 
been hypothesised that a male signer would elicit lower 
response rates for emotional disorders, where a female 
signer might cause a young person to respond to questions 
about conduct or aggression less readily. Despite our initial 
belief that there may be preferences or biases in this area, 
both the young people and adult groups stated that as long 
as the presenter was comfortable and clear in their signing, 
age and gender were irrelevant to them. It is the content of 
what is being said that is of most relevance. 
Register  
A major point of discussion during the initial filming and 
reiteration of the young person informant version of the 
SDQ was around the level of signing in 11-17 year olds. 
The discussion group was carried out with d/Deaf young 
people, where the level of signing ability varied within the 
group. The translation strategy used to overcome this was 
to pre-pilot the SDQ in focus groups of young 
people. This allowed a ‘road test’ of the BSL SDQ, 
highlighting issues in inappropriate vocabulary 
choice and structure of sentences. By including 
native Deaf signers as well as two psychologists on 
the forward translation team, the translators were able 
to adjust to an appropriate register as they had an 
understanding of the types of language that young 
people use in real-world environments. 
Non-Manual Features 
Non-manual features can be problematic in terms of 
the kind of answer that they seek, altering how a 
person interprets a question. This was the case in one 
of the items on the SDQ, which asked ‘do you take 
things that are not yours?’ The first translation of this 
was produced with non-manual features for a 
question, but with a facial expression indicating that 
if the respondent were to choose ‘certainly true’, 
there would be a negative judgement made on the 
part of the person marking the questionnaire. It is 
important at all times for the signer to produce 
sentences in an attitudinally neutral and non-leading 
way using only obligatory grammatical features, and 
paralinguistic features should be avoided in order not 
to bias responses. 
However, in the translation/ back translation process 
these features make it harder to obtain total linguistic 
fidelity. For example, the English SDQ response set 
for the main test items are on a scale of ‘certainly 
true’, ‘somewhat true’ and ‘not true’. In BSL, the 
degree of truthfulness is expressed on a continuum by 
facial expressions. These represent degrees of 
certainty simultaneously articulated with the sign 
TRUE.  Facial expression thus inflects the sign and 
alters its meaning in the way that the modifiers 
‘certainly’, ‘somewhat’ and ‘not’ change meaning. 
Selecting a sign-for-word substitution, as in SSE, 
would also be to negate a natural linguistic feature of 
BSL production. Content-for-content translation is 
common in interpreting scenarios but this elaborative 
process means that psychometric properties of a 
standardised questionnaire may be compromised if 
not done with great care19(p430). 
In terms of finding suitable translations, we worked 
according to procedures outlined in previous 
research24 (p316). Discussions about the exact meaning 
and context of each statement were considered by the 
expert panel and, where agreement could not be 
reached, the author was consulted in this process.  
Statements as Questions 
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The original English SDQ is formatted as a series of 
statements with which the respondent does or does not 
agree. In this way, the statement reads “I….”.As discussed 
earlier, in BSL the sentence must instead be produced in 
the second person, since the presenter and the respondent 
are not the same person. This therefore means that the 
sentence must also be interrogative, or something to be 
agreed or disagreed with, in order to elicit a response. This 
means that there are two key changes to the statement’s 
linguistic structure: a change of pronominal deixis, and a 
change of sentence format from declarative to 
interrogative.  
Previously, sign language translation studies have made 
this reference to the self clear by using a technique of 
finishing each statement with the index finger pointing 
outward with head tilted to indicate questioning20(p5), 24(p332). 
This might be glossed as ‘YOU WHAT?’ Using this 
second person singular pronoun denotes that the item is 
referenced to the test taker, rather than the person signing 
on-screen, and the sign glossed as WHAT makes it clear 
that the sentence is designed to elicit a response. Despite 
this, feedback from focus groups indicated that this format 
of questioning seemed unnecessary and was, in some 
cases, confusing. 
Based on this, forward translators attempted to further 
clarify the distinction between the presenter and the 
respondent. For parent and teacher statements, asking 
about the child, ‘THIS CHILD’ was placed at the 
beginning of each statement. At the end of a sentence, an 
appropriate sign more related to the question was chosen 
(such as ‘YOU HAVE?’, ‘YOU BEEN?’ or ‘YOURS?’) 
rather than the more generic ‘YOU WHAT?’ Although it is 
not then standardised throughout the questionnaire, it fits 
more closely with the natural characteristics of BSL 
sentence structure.  
Placement 
The English version of the SDQ contains the item ‘nervous 
or clingy in new situations, easily loses confidence’. Signs 
in BSL often have to be located, and show for example 
where the subject or object of a verb is. This is known as 
placement. In translating ‘clingy’, the forward translators 
had to show that a young person might be clingy to a 
parent or guardian. In English this might be implicit, but in 
BSL needs to be referenced since the sign is visual and 
clinginess is directional towards somebody. 
Concreteness 
Having an understanding of Deaf culture within the core 
research team is highly important, in order to understand 
the functional ways in which BSL is commonly used. 
Category words or words with ambiguous meaning can be 
extremely difficult to translate without further 
concrete explanation of what that word or concept 
might include (for example, in BSL the sign for 
‘considerate of other people’s feelings’ might include 
noticing those feelings in others, thinking about them, 
and moderating one’s actions based on this 
observation). The SDQ tends to give examples where 
this has been felt to be necessary. Where examples 
are not given in the English version, the challenge is 
to not choose signs that narrow the options too 
greatly (eg considerate of a specific person’s 
feelings). Research has shown that this as a key 
problem for interpreting in mental health 
settings19(p430). An additional complication here is that 
lack of access to situational cues and incidental 
learning may mean that Deaf young people may 
struggle to ‘get the gist’ or understand when context 
is general as opposed to specific. Without a certain 
degree of openness to the statement they may believe 
that the question only relates to a very specific 
context. To overcome this, translators must be aware 
of how they are contextualising situations in their 
sign choices and placements, and try to strike an 
appropriate balance between clarity and scope. 
Having psychology and psychiatric expertise within 
the research and translation teams allowed choices to 
be made based on the original intent behind each 
item.  
This also links with an additional concern that any 
concrete explanation may be a judgement on behalf 
of the translator that goes beyond the meaning that is 
intended in the original. This is a particular concern 
between spoken and sign languages as some English 
words have a more general sense than their BSL 
equivalents. The SDQ has an item in the parent 
version; ‘Often complains of headaches, stomach-
aches and sickness’. The word ‘sick’ in English can 
be translated into BSL with two different signs which 
can also be glossed as ‘VOMIT’ (which is more 
specific than ‘SICK’) or as ‘ILL’ (which refers to 
more general illness or malaise). The English word 
‘sick(ness)’ is ambiguous between these two 
meanings, but in BSL, as in other languages, one is 
explicitly forced to make a choice because there is no 
sign that covers both meanings in the way that ‘sick’ 
does in English.  Thus, it is highly important to 
consult with the authors of any questionnaire that is 
being translated, as well as mental health 
professionals, to understand how intended meaning is 
received; hence the need for culturally aware 
translation and focus groups. For example, there is a 
question in the self-report SDQ about ‘playing 
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alone’. This does not capture the fact that a Deaf child 
might play alone because they struggle to communicate 
with their peers, rather than playing alone because they 
don’t have the necessary social skills to play with others. In 
this way they might play alone at a school where they only 
have hearing peers, but play quite happily with other deaf 
children with whom they can communicate in their home 
environment. This may have the effect of creating 
disparities between parent and teacher responses. 
However, mental health questionnaires are designed to be 
understandable to the general population and in any 
questionnaire there may be some element of the respondent 
having to make a judgement as to what they understand by 
the items. The concept of ‘decentring’ in translation work, 
where the acknowledgement that concessions may be made 
in both languages, and that one is not more important than 
the other, should be adhered to at all times30(p186). 
Furthermore, common metaphors and abstract language in 
one language may be difficult to translate into another, 
especially where there are cultural differences as in the 
case of BSL. For example, our focus groups and 
translations were clear, that ‘hot tempers’ (in the English 
version) would make little sense if translated literally. A 
lengthy process led to signs for ‘TEMPER’ (very angry) 
and ‘TANTRUM’ being used. 
Structural Characteristics of the Questionnaire 
A key structural difference between a language presented 
in writing and one presented on film/video like BSL is that 
in responding to a written test, instructions are always 
present at the top of the page, and a respondent can keep 
checking back. However, with a visual questionnaire, this 
may need to be reiterated within the content or technical 
solutions sought to readily access instructions. Time 
frames, scales and instructions may need to be reinforced, 
and it may be necessary to give a specific contextual 
placement in each case rather than assuming that the 
information will be retained through several items. 
Previous translation work in signed languages indicates 
that adaptations and concessions during translation do not 
necessarily affect the psychometric properties of test items 
to a significant extent, but this will only become clear 
when we validate the new BSL SDQ36. 
Discussion and Conclusions 
There are relatively few large-scale studies focussing on 
translating into sign languages, and fewer still focussing on 
the additional difficulties this presents when applied to 
d/Deaf young people. There is a great need for further 
research in this area, and consideration of the impact of the 
circumstances of d/Deaf young people in undertaking 
translation work. As an inclusive process, it is imperative 
to involve Deaf people in the construction and 
assessment of the translation. The UK population of 
signing Deaf people is comparatively small and tight 
knit, and encouraging Deaf people to lead in the 
development of the study and early on in the process 
can be important to the overall success of such a 
pursuit. 
Deaf culture embraces information sharing, and 
international collaboration on sign language 
translation processes could improve the quality and 
efficacy of mental health questionnaires, allowing 
services to more accurately map the prevalence rates 
of mental health in this population. Equally, it will 
allow the National Deaf Children, Young People and 
Family Service, and their collaborators, to better 
understand the needs of deaf children and young 
people and to target interventions earlier and more 
effectively than by using English tests.  
Acknowledgements  
The authors would like to thank the translators, 
interpreters and participants involved in the study. 
This project was funded by the National Institute 
for Health Research Health Services Research 
programme (project number09/2000/43). 
 
The views and opinions expressed therein are 
those of the authors and do not necessarily 
reflect those of the NIHR HSR programme or the 
Department of Health. 
References 
1. Rogers, KD., Young, A., Lovell, K., Campbell, M., 
Scott, PR., & Kendal, S. (2013). The British Sign 
Language Versions of the Patient Health 
Questionnaire, the Generalized Anxiety Disorder 7-
Item Scale, and the Work and Social Adjustment 
Scale. Journal of Deaf Studies and Deaf Education, 
18(1), 110-122. doi: 10.1093/deafed/ens040 
2. Mejstad L, Heiling K, &Svedin CG. Mental health 
and self-image among deaf and hard of hearing 
children. American Annals of the Deaf. 2009; 
153:504-515. 
3. Van Gent T, Goedhart AW, Hindley PA, 
&Treffers PDA. Prevalence and correlates of 
psychopathology in a sample of deaf adolescents. 
Journal of Child Psychology and Psychiatry. 
2000;48(9):950-958.  
4. Hindley P, Hill PD, McGuigan S, Kitson N. 
Psychiatric disorder in deaf and hearing impaired 
children and young people: A prevalence study. 
Moore, K., Wright, B., Moore, D., Ogden, R. & Roger, K. 
 
28 International Journal on Mental Health and Deafness 2013: 3 (1) 
 
 
Journal of Child Psychology and Psychiatry. 
1994;35(5):917-934. 
5. Hintermair M. Parent resources, parental stress, and 
socioemotional development of deaf and hard of hearing 
children. Journal of Deaf Studies and Deaf Education. 
2006; 11(4):493-513. 
6. Brauer BA. Adequacy of translation of the MMPI into 
American Sign Language for use with deaf individuals: 
Linguistic equivalency issues. Rehabilitation Psychology. 
1993; 38:247-260. 
7. Goodman R, Meltzer H, Bailey V (1998), The Strengths 
and Difficulties Questionnaire: a pilot study on the validity 
of the self-report version. Eur Child Adolesc Psychiatry 
7:125–130 
8. Goodman, Robert. "Psychometric properties of the 
strengths and difficulties questionnaire." Journal of the 
American Academy of Child & Adolescent Psychiatry 40, 
no. 11 (2001): 1337-1345. 
9. Ford T, Tingay K, Wolpert M. CORC’s survey of 
routine outcome monitoring and national CAMHS dataset 
developments: A response to Johnston and Gower. Child 
and Adolescent Mental Health. 2002;11:50-52. 
10. Ghanizadeh A, Izadpanah A, Abdollahi G. Scale 
validation of the Strengths and Difficulties Questionnaire 
in Iranian children. Iranian Journal of Psychiatry. 2007; 
2:65-71. 
11. Lukumar P, Wijewardana K, Hermansson J, Lindmark 
G. Validity and reliability of Tamil version of Strengths 
and Difficulties Questionnaire self-report. Ceylon Medical 
Journal. 2007; 53(2):48-52. 
12. Mansbach-Kleinfield I, Apter A, Farbstein I, Levine 
SZ, Ponizovsky AM. A population-based psychometric 
validation study of the Strengths and Difficulties 
Questionnaire – Hebrew version. Child and 
Neurodevelopmental Psychiatry. 2010; 1:1-12. 
13. Cornes A, Brown PM. Mental health of deaf 
adolescents: An investigation using an Auslan version of 
the Strengths and Difficulties Questionnaire. Deafness & 
Education International. 2012; 14(3):161-175. 
14. Rogers, KD. (2008). An investigation into the 
relationship between the perceived strengths and 
difficulties of deaf young people and their self-esteem 
(Unpublished master’s thesis). University of Manchester, 
UK. 
15. Beaton DE, Bombardier C, Guillemin F, Ferraz MB. 
Guidelines for the process of cross-cultural adaptation of 
self-report measures. Spine. 2000;15(25):3186-91. 
16. Crowe T. Cross-cultural instrument translation: 
Assessment, translation, and statistical applications. 
American Annals of the Deaf. 2005; 150:67-72. 
17. Stokoe WC. Sign Language Structure: An Outline 
of the Visual Communication Systems of the 
American Deaf (Vol 8). Silver Spring, MD: Linstok 
Press; 1960. 
18. Sutton-Spence R, Woll B (1998). The Linguistics 
of British Sign Language. An introduction. 
Cambridge: Cambridge University Press; 1998. 
19. Vernon M, Miller K. Interpreting in mental health 
settings: Issues and concerns. American Annals of 
the Deaf. 2001;146(5):429-434.  
20. Rogers KD, Young A, Lovell K, Evans C. The 
challenges of translating the Clinical Outcomes in 
Routine Evaluation – Outcome Measure (CORE-
OM) into British Sign Language. Journal of Deaf 
Studies and Deaf Education. 2013; 18(1):110-122. 
21. Cornes A, Rohan MJ, Napier J, Rey JM. Reading 
the signs: Impact of signed versus written 
questionnaires on the prevalence of psychopathology 
among deaf adolescents. Australian and New Zealand 
Journal of Psychiatry. 2006; 40(8):665-673. 
22. Department for Education and Skills Department 
of Health. National Service Framework for Children, 
Young People and Maternity Services. Standard 8. 
Disabled children and young people and those with 
complex health needs. London: Department of 
Health; 2004b. 
23. Freeman ST, Conoley CW. Training, experience, 
and similarity as factors of influence in preferences 
of deaf students for counselors. Journal of 
Counseling Psychology. 1986; 33(2):164-169. 
24. Montoya LA, Egnatovitch R, Eckhardt EA, 
Goldstein MT. Translation challenges and strategies: 
The ASL translation of a computer-based, psychiatric 
diagnostic interview. Sign Language Studies. 2004; 
4:314-344.  
25. Lipton DS, Goldstein MF, Fahnbulleh FW, Gertz 
EN. The interactive video-questionnaire: A new 
technology for interviewing deaf persons. American 
Annals of the Deaf. 1996; 141(5):370-378. 
26. Steinberg AG, Lipton DS, Eckhardt EA, 
Goldstein M, Sullivan VJ. The diagnostic interview 
schedule for deaf patients on interactive video: A 
preliminary investigation. American Journal of 
Psychiatry. 1998; 155(11):1603-1604.  
Moore, K., Wright, B., Moore, D., Ogden, R. & Roger, K. 
 
29 International Journal on Mental Health and Deafness 2013: 3 (1) 
 
 
27. Schembri A, Johnston T. Sociolinguistic variation and 
change in sign languages. In: Bayley R, Cameron R, Lucas 
C eds. The Oxford Handbook of Sociolinguistics. New 
York, NY: Oxford University Press; 2012:(in press) 
28. Schembri A, Cormier K, Johnston T, McKee D, 
McKee R, Woll B. Sociolinguistic variation in British, 
Australian and New Zealand sign languages. In: Brentari D 
ed. Sign Languages. Cambridge, MA: Cambridge 
University Press; 2010:479-501. 
29. Quinn G. Schoolization: An Account of the Origins of 
Regional Variation in British Sign Language. Sign 
Language Studies. 2010; 10(4):476–501.  
30. Brislin RW. (1980). Translation and content analysis of 
oral and written material. In: Triandis HC, Berry JW eds. 
Handbook of Cross-Cultural Psychology. Boston, MA: 
Allyn& Bacon; 1980:1-133. 
31. Mellman LA. Countertransference in court interpreters. 
Journal of the American Academy of Psychiatry Law. 
1995; 23:467-471. 
32. Brennan M, Brien, D eds. The Visual World of BSL: 
An Introduction. Dictionary of British Sign 
Language/English. London and Boston: Faber and Faber; 
1992. 
33. Liddell, SK. Grammar, gesture and meaning in 
American Sign Language. Cambridge, MA: Cambridge 
University Press; 2003. 
34. Vinson DP, Cormier K, Denmark T, Schembri A, 
Vigliocco G. The British Sign Language (BSL) norms for 
age of acquisition, familiarity, and iconicity. Behavior 
Research Methods. 2008; 40(4):1079–87.   
35. Goodman R. The Strengths and Difficulties 
Questionnaire: A research note. Journal of Child 
Psychology and Psychiatry. 1997; 38:581-586. 
36. Dahlstrom WG. Tests: Small samples, large 
consequences. American Psychologist. 1993;48:393-399 
